Ventricular premature beats -stormy petrels?
Are ventricular premature beats the storm birds of heart disease ? This question is topical because of the high incidence of ectopic activity found when Traditionally, premature beats may be precipitated by coffee, tobacco, alcohol, infectious diseases, digitalis toxicity, and sympathomimetic drugs.5 Bradycardia secondary to heart block or sinoatrial disorder tends to predipose to ectopic activity, and other forms of heart disease such as cardiomyopathy6 I and mitral valve prolapse8 9 are commonly associated with premature ventricular beats. In epidemiological surveys the presence of such beats on routine electrocardiography has been associated with an increased risk of sudden death.'0 11 Just how and why these patients die is less plain. Examination post mortem frequently shows no evidence of recent myocardial infarction or coronary artery occlusion,12 but in a few instances progressive fatal arrhythmias have been recorded in patients coincidentally wearing ambulatory monitors.13 14 The early work on ambulatory monitoring described by Hinkle et all encouraged cardiologists to believe that this technique might answer two needs: the early diagnosis of coronary artery disease and the identification of patients at particular risk of developing fatal arrhythmias. In a study of 301 actively employed men the presence of ventricular premature contractions and complex ventricular dysrhythmias was associated not only with the presence of coronary artery disease at the time of examination but also with an increased risk of later death from coronary heart disease. Lown Firstly 50 men and then 50 women medical students in their mid-twenties were monitored. Isolated ventricular premature beats were recorded in half or more of both groups, with multifocal beats in 12% of the men and 10% of the women. The authors conclude that the cardiac arrhythmias documented in the healthy young men and women were remarkably similar both qualitatively and quantitatively.
These series imply that some ventricular ectopic activity can be regarded as the norm in ambulatory 24-hour recordings, but what about frequent premature beats or the more complex arrhythmias categorised by Lown and Wolf? 15 Federman et al30 found a lower incidence of such arrhythmias in normal individuals when compared with patients who had had a myocardial infarction. Nevertheless, ventricular arrhythmias were present in four of the 21 controls. Ten of the 13 asymptomatic persons monitored by Glasser25 had complex arrhythmias, and in another larger study of the elderly3l frequent ventricular beats (more than 100 an hour) were present in 12%, multiform beats in 22%, paired beats in 4%, ventricular bigeminy in 500, and salvos of premature beats in 2%. Again, in a group of 50 apparently healthy people over the age of 60 Clee et al32 recorded frequent ventricular premature beats (more than one per 1000 sinus beats) in 26% and R-on-T phenomena in 12%. Clearly long-term follow-up of patients is needed to determine the prognostic importance of arrhythmias detected at initial examination along the lines of the early studies by Hinkle," 33 but using modern automated equipment for analysing the tapes: at least one group of investigators plans to do this. 32 What does all this mean in terms of finding premature contractions on an ambulatory tape ? In symptomatic patients recordings may help to establish the nature of the arrhythmia underlying palpitations, and in those with coronary artery disease they may help separate a high risk group. Finding occasional premature beats in a healthy person is to be expected and calls for no special action. Frequent or complex beats unassociated with symptoms present a more difficult problem, particularly when found in younger people. Here a reasonable policy is for the clinician to look for underlying heart disease such as cardiomyopathy or mitral valve prolapse, using simple non-invasive means. Some patients will have occult coronary artery disease, and they should be advised about potential risk factors such as cigarette smoking, hypertension, hyperlipidaemia, and obesity, particularly when there is a bad family history of cardiac ischaemia. In the vast majority of patients no abnormality other than the arrhythmia will be found. Here the best course is to reassure the patient and proceed no further.
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